Temporal arteritis (TA) is a systemic vasculitis common in elderly people which affects large and medium sized vessels, in particular the carotid branches. This fact conditions its classic clinical manifestations and makes its histological diagnosis easy. Since the original description by Horton et al, 1 diagnosis is achieved by biopsy of the superficial temporal artery. The segmental nature of the lesions2 can give rise to false negative biopsies.
Moreover, the numerous descriptions of atypical presenting forms35 have increased the index of suspicion and, in the same .way, the number of negative results.6 Because of this, there remains controversy about the diagnostic usefulness of temporal artery biopsy. [7] [8] [9] [10] [11] We have conducted the present study to assess the diagnostic usefulness of temporal artery biopsy and find clinical features that can predict its positivity.
Patients and methods
The names of all patients who underwent temporal artery biopsy between 1970 and 1984 were obtained through the archives of our pathology department. The medical records were reviewed for information on clinical manifestations, laboratory findings, and clinical course during a median follow up of 51 months.
Biopsy specimens were examined by one of us (AO) without knowledge of the clinical and original histological diagnosis. Histological diagnosis of TA was established by demonstration of lesions defined as classical giant cell arteritis, atypical giant cell Only jaw claudication, recent onset headache, and abnormalities on physical examination of temporal arteries (tenderness, redness, thickening, diminished or asymmetric pulse) were discriminative. These were significantly more frequent in the patients with positive biopsy (p<0-005). All patients with positive biopsy had at least one of these three findings, whereas 20 patients (34%) with negative biopsy had none of them. Eighteen patients with TA had all three features. In 15 of them temporal artery biopsy was positive and the other three were considered to have TA on clinical grounds. Sensitivity, specificity, and the predictive value of temporal artery biopsy with respect to the final diagnosis were 81-8%, 100%, and 90-2% respectively. Despite poor specificity (34.4%), the presence of any of the three discriminative clinical features (recent onset headache, jaw claudication, and abnormal temporal arteries) was associated with a 100% diagnostic sensitivity with respect to the positivity of the biopsy. The simultaneous presence of all three symptoms reached a specificity of 94-8% with respect to the histological diagnosis and of 100% with respect to the final diagnosis.
Discussion
The diagnosis of temporal arteritis is established by temporal artery biopsy because this is easily obtained and because of the predilection of the illness for this artery. The segmentary character of the lesions,2 however, and the fact that they may affect other vascular territories13 14 means that TA cannot be excluded by a negative result. Thus several methods have been proposed to increase the diagnostic accuracy of temporal biopsy, such as removing a longer segment of artery2 5 or taking a contralateral biopsy specimen.16 Furthermore, the selection of the biopsy site by palpation,2 4 angiography,'7 or Doppler18 and multiple sectioning of the specimen2 have been proposed. Despite these manoeuvres, temporal artery biopsy is not diagnostic in all cases and this has led to the establishment of clinical criteria to achieve the diagnosis of TA without histological confirmation.'2 1) 19 For this reason, and the remote possibility of complications of the procedure, such as stroke,16 some authors argue that temporal biopsy is not necessary7 8 as its result does not influence therapeutic decisions. This opinion is not generally accepted because there is a significant percentage of patients that present in an atypical war with predominance of constitutional symptoms3 or of focal symptoms related to other vascular territories.13 14 The finding of a positive biopsy is particularly useful in cases in which clinical suspicion is weak. Other authors remark on the usefulness of temporal artery biopsy especially in patients with a poor response to treament, arguing that on rare occasions the temporal artery may be affected by a necrotising vasculitis, such as polyarteritis nodosa, presenting with clinical manifestations similar to those of TA.9 20 Hall et al have shown that provided the site and size of the temporal artery biopsy are carefully chosen the result has a predictive value of 94% with respect to the need for long term treatment. 15 Although they found a higher frequency of jaw claudication and clinically abnormal temporal arteries in the group of patients with positive biopsy, they did not analyse the predictive value of these or other features on the outcome of the biopsy. In their series the presence of jaw claudication and abnormal temporal arteries had poor sensitivity. Nearly 25% of the patients with TA presented neither of these features.
The aim of our study was to assess the diagnostic usefulness of temporal artery biopsy in TA temporal artery biopsy to be a useful diagnostic procedure if correctly performed. In our series there were no significant differences between the groups with positive and negative biopsy with respect to most of the clinical and biological parameters, suggesting that they were appropriately selected for biopsy. Only three features (recent onset headache, jaw claudication, and abnormal temporal arteries on examination) were more frequent in the patients with positive biopsy. The simultaneous presence of these three clinical features is highly specific (all the patients in whom they were present had the final diagnosis of TA, 83% of them with histological confirmation). Thus in this group of patients the diagnosis of TA could be made without performing a temporal artery biopsy. The presence of any of these three clinical features, though of little specificity, had great diagnostic sensitivity (100% of the patients with positive histology presented with at least one of them). These, therefore, are the patients in whom temporal artery biopsy would have the greatest discriminative value. The predictive accuracy may be due to the careful history obtained and the detailed examination of the temporal arteries and the rest of the extracraneal arteries, evaluating not only inflammatory signs or the absence of pulsation but also minor asymmetries and irregularities. According to our results temporal artery biopsy is unnecessary in those patients without any of these three discriminative features because it will give no additional information. Atypical presentations have been reported, however, and although in some of these clinical examination of the temporal arteries was not recorded,2' 22 in others they were normal.2>25 We conclude that when, after a careful clinical history and a detailed examination of the extracraneal arteries, none of the above mentioned three clinical features is found, temporal artery biopsy should be postponed until other investigations are performed. Although this conclusion requires confirmation by prospective studies, it would be especially useful in the patients with polymyalgia rheumatica, in whom temporal artery biopsy may not be necessary. We think that in these patients a correct approach would be to start treatment with low dose corticosteroids. The 
